The objective of this study was to investigate the satisfaction and acceptance of a structured diagnostic interview in clinical practice and in a research setting. Using the Structured Diagnostic Interview for Mental Disorders in Children and Adolescents (Kinder-DIPS), 28 certified interviewers conducted 202 interviews (115 with parents, 87 with children). After each interview, children, parents, and interviewers completed a questionnaire assessing the overall satisfaction (0 = not at all satisfied to 100 = totally satisfied) and acceptance (0 = completely disagree to 3 = completely agree) with the interview. Satisfaction ratings were highly positive, all means >82. The mean of the overall acceptance for children was 2.43 (standard deviation [SD] = 0.41), 2.54 (SD = 0.33) of the parents, 2.30 (SD = 0.43) of the children's interviewers, and 2.46 (SD = 0.32) of the parents' interviewers. Using separate univariate regression models, significant predictors for higher satisfaction and acceptance with the interview are higher children's Global Assessment of Functioning, fewer number of children's diagnoses, shorter duration of the interview, a research setting, female sex of the interviewer, and older age of the interviewer. Results indicate that structured diagnostic interviews are highly accepted by children, parents, and interviewers. Importantly, this is true for different treatment settings.
a structured diagnostic interview (DIPS, Schneider & Margraf, 2006) by both interviewers and patients in a variety of treatment settings (Suppiger et al., 2009 ).
Studies on satisfaction and acceptance of structured diagnostic interviews in children, parents, and interviewers showed generally high parental acceptance and good acceptance by children or adolescents, respectively (Matuschek et al., 2015; Shaffer, Fisher, Lucas, Dulcan, & Schwab-Stone, 2000; Sørensen et al., 2007) . Shaffer et al. (2000) investigated in 84 parents and 82 children (aged 9-17 years) their reaction to the computerized structured interview DISC-IV (National Institute of Mental Health Diagnostic Interview Schedule for Children Version IV [NIMH DISC-IV] 1997, Shaffer et al., 2000) with four questions. Results indicated that the majority of the youths would recommend a friend to participate (60%) but that the interview was too long (55%), however only a minority indicated that the interview was boring (17%), and only 3.6% reported being more upset after the interview than before. Sørensen et al. (2007) investigated the acceptance of the K-SADS-PL (Danish interview version) in 80 parents and children (aged 6-13 years). The parents found the interview pleasant (95%), relevant (85%), and not too time consuming (99%). Most of the children evaluated the interview as a good or fairly good way of talking about how they were doing (76%), and that they felt better (39%) or the same (43%) after the interview. However, 40% of the children found the interview a little and 21% very boring. Furthermore, the fact that the same interviewer performed all interviews is a major weakness of the study and restricts the extent to which the results can be generalized. Matuschek et al. (2015) evaluated the K-SADS-PL (German interview version) both in a clinical and in a research setting. A total of 227 parents of children aged 8 to 14 years were interviewed with the parent version of the K-SADS-PL. Further, 222 interviewer questionnaires from 17 interviewers were analyzed. The overall satisfaction was evaluated as highly positive with significant higher interviewee (parents) and interviewer ratings in the research compared to the clinical recruitment setting. An individual bias of the interviewer on his or her own acceptance of the time used for the interview was found, but not on the evaluation of the corresponding interviewee (parents). Neither the professional background nor the gender of the interviewer significantly predicted these differences. Significant predictors of interviewer overall satisfaction were the interview duration and the interviewee acceptance. Results further indicated significant correlations between the overall satisfaction of interviewers and the number of interviews conducted, interview duration, and the Global Assessment of Functioning (GAF) value. Furthermore, they found a significant correlation between the overall satisfaction of the interviewee (parents) with the GAF. A limitation was that they used only the parent interview version of the K-SADS-PL. Therefore, no conclusions on the satisfaction and acceptance of the child interview version are available.
The authors concluded that only factors that can be improved by professional training had an effect on the interviewee (parents) and on interviewer acceptance.
In comparison to the questionnaires used in the present study, Sørensen et al. (2007) and Shaffer et al. (2000) applied shorter questionnaires asking for a general appraisal of the structured interview with a focus on negative aspects (boredom, distress) only. The study of putative predictors of satisfaction and acceptance and a more elaborated investigation of potential negative aspects of structured interviews is lacking.
Therefore, the aim of the present study was to expand the current literature on child, parent, and interviewer satisfaction and acceptance of structured interviews in clinical practice and in research setting using the Kinder-DIPS (Diagnostisches Interview bei psychischen Störungen im Kindes-und Jugendalter [Diagnostic Interview for Mental Disorders in Children and Adolescents]; Schneider, Unnewehr, & Margraf, 2009b) : (1) to replicate the already existing results on parent and interviewer satisfaction and acceptance, (2) to complement these results with data on children and (3) to investigate explorative putative predictors of satisfaction and acceptance, such as the institution, sex of child, sex of interviewer, age of interviewed child, age of interviewer, interview duration, number of diagnosis, GAF value for the children interview, sex of parent, sex of interviewer, age of interviewed parent, age of interviewer, interview duration, number of diagnoses, GAF value for the parent interview. The selection of the putative predictors is based on the investigated possible putative predictors of previous studies and added further putative predictors.
| METHODS

| Participants
Twenty-eight certified interviewers implemented a total of 202 Kinder-DIPS interviews (children: n = 87, parents: n = 115). Table 1 shows the sample characteristics of the participating children and parents. Seventy-two interviews took place only with the mother (63.16%), seven interviews were conducted only with the father (6.14%), and 35 interviews took place with both mother and father (30.70%). Those interviewed by a female interviewer were 82.35% (n = 70) of the children and 91.07% (n = 102) of the parents. On average, the children's interviewers were 27.02 years old (standard deviation [SD] = 3.42, n = 85) and the mean age of parents' interviewers was 27.37 years (SD = 4.85, n = 110). On average, interviewers assigned 0.47 (SD = 0.85; range 0-3) diagnoses per child based on the child's report. Based on the information of the parents, interviewers assigned on average 0.62 (SD = 0.87; range 0-3) diagnoses per child. For the Kinder-DIPS certification, trainees' diagnoses needed to match all the certified interviewers' diagnoses and severity ratings of the diagnoses in at least three of the five serial interviews and trainees were not to commit administrative errors.
All children and parents in the outpatient clinics and in the research setting were interviewed by certified interviewers after successful training.
| Participant recruitment
The children and parents were recruited at four outpatient clinics in Switzerland (children: n = 30, 34.48%, parents: n = 37, 32.17%) and within a research study for separation anxiety disorder at the University of Basel, Switzerland (children: n = 57, 65.52%, parents: n = 78, 67.83%). The research study for separation anxiety disorder was reviewed and approved by the local ethics committee for medical research. The four outpatient clinics are responsible for primary health care in their region and for the recruitment of the clinical participants.
Therefore, we have no access to the demographic and clinical characteristics of patients excluded by the clinics. Insufficient German language ability was the only predefined exclusion criterion in reference to the feasibility of the Kinder-DIPS.
| Measures 2.4.1 | Kinder-DIPS for DSM-IV-TR
The Kinder-DIPS (Schneider et al., 2009b ) is a structured diagnostic interview, which has alternate forms for the child and parent. It is applicable for parents of youths aged 6 to 18 years and for youth aged 8 to 
| Participants acceptance questionnaire
The current study used a Child and Parents Acceptance Questionnaire (see Supporting Information) based on the Patient Acceptance Questionnaire of Suppiger et al. (2009) . Similar to Suppiger et al. (2009) , the overall satisfaction of being interviewed with a structured interview was measured using a scale ranging from 0 (not at all satisfied) to 100
(totally satisfied). For a child-friendly presentation, crying (not at all satisfied) and laughing (totally satisfied) smilies were added to the endpoints of the scale. The questionnaires consist of a total of 16 items, four items from existing scales measuring reactions to therapeutic interventions (Grawe & Braun, 1994; Schindler, 1991) , six items developed for the study of Suppiger et al. (2009) , and six child-specific items.
Eight items were positively formulated (Items 1, 7, 9, 10, 12, 13, 14, 16) and eight negatively formulated 8, 11, 15) . The participants responded on a 4-point Likert-type scale ranging from 0 to 3 (0 = completely disagree, 1 = slightly disagree, 2 = almost completely agree, 
| Interviewer acceptance questionnaire
In the current study we used the Interviewer Acceptance Questionnaire (see Supporting Information) from Suppiger et al. (2009) . Similar to the Participant Acceptance Questionnaire, a scale ranging from 0 (not at all satisfied) to 100 (totally satisfied) measured the overall satisfaction about conducting the interview. The questionnaire included 10 items, one item from an existing scale measuring reactions to therapeutic interventions (Schindler, 1991) 
| Procedure
After receiving information about the study, all participants signed a consent form for study participation. 
| Statistical analysis
Outcome variables were overall satisfaction of being interviewed (range: 0-100) and overall acceptance of the interview (mean of the 16 or 10 items of the acceptance questionnaire, respectively). To meet model assumptions (normality, homoscedasticity), both outcomes were square root-transformed prior to the analyses. To test whether outcomes differed between children and their parents, and between children's interviewers and parents' interviewers, we used a covariance pattern model, a type of linear mixed model (Fitzmaurice, Laird, & Ware, 2004) , where the variance-covariance matrix of the residuals is explicitly modeled.
Here, we used an unstructured variance-covariance matrix allowing for unique variances and covariances of residuals. Model fit was based on parsimony by looking at Akaike's information index. A separate mixed model was set up for each of the two outcomes (satisfaction, acceptance), and also for each pair of raters (children and their parents, children's interviewers and parents' interviewers) since questionnaires assessing acceptance somewhat differ between these two pairs.
To assess putative predictors of satisfaction and acceptance with the interview, we included the following characteristics in our analyses: institution, sex of child, sex of interviewer, age of interviewed child, age of interviewer, interview duration, number of diagnosis, GAF value for the children interview, sex of parent, sex of interviewer, age of interviewed parent, age of interviewer, interview duration, number of diagnoses, GAF value for the parent interview. For this purpose, we ran separate regression analyses for each combination of predictor, outcome, and rater type. These analyses were of exploratory nature.
All analyses were performed using SPSS (version 20), an alpha level < 0.05 indicated a significant result.
3 | RESULTS Table 3 shows the number of diagnoses, interview duration, and GAF value separately for the two settings (research study and outpatient clinics). We found significant differences when comparing the number of diagnoses, interview duration, and GAF value in the research and 
| Overall satisfaction
On the scale measuring overall satisfaction with the interview (0 = not at all satisfied, 100 = totally satisfied), children, parents, children's and parents' interviewers were markedly satisfied with the interview (see Table 4 ). Overall satisfaction with the interview was significantly higher in parents compared to their children, F(1, 87) = 5.05, p = 0.027. Similarly, higher overall satisfaction was shown in parents' interviewers compared to children's interviewers, F(1, 101) = 6.58, p = 0.012.
| Overall acceptance
Overall acceptance (mean of the individual items of the acceptance questionnaire) with the interview (0 = disagree, 1 = slightly agree, 2 = almost completely agree, 3 = completely agree) by children, parents, children's and parents' interviewers was also markedly high (see Table 4 ). Overall acceptance values were higher in parents' interviewers than in children's interviewers, F(1,93) = 8.74, p < 0.01, whereas parents' acceptance was not significantly higher than acceptance in children, F(1,105) = 2.92, p = 0.09.
The correlation between satisfaction and acceptance was 0.60 for children (p < 0.001, n = 77), 0.60 for parents (p < 0.001, n = 99), 0.70 for children's interviewers (p < 0.001, n = 81), and 0.62 for parents' interviewers (p < 0.001, n = 100).
| Item analysis of the child and parents acceptance questionnaire
Means and SD values for individual items are shown in the Supporting Information (Table S1 for children and parents and in Table S2 for children's interviewers and parents' interviewers).
Further analysis showed that 77% (n = 67) of the children and 96.5% (n = 111) of the parents completely or almost completely agreed that they would do the interview again. Furthermore, 96.5%
(n = 84) of the children and 100% (n = 115) of the parents almost or completely agreed that the interviewer was nice, 31% (n = 27) of the children and 41.2% (n = 47) of the parents, respectively, almost or completely agreed that the interviewer's actions helped them. In addition, 90.6% (n = 77) of the children, 96.5% (n = 111) of the parents, respectively, almost or completely agreed that they felt understood by the interviewer and 94.2% (n = 81) of the children, 99.2% (n = 114) of the parents, respectively, almost or completely agreed that the interviewer took their problems seriously.
The majority of the children and the parents agreed almost or completely that the interviewer asked for enough detail to get an appropriate understanding of the situation (children: 89.6%, n = 78; parents: 98.2%, n = 113) and that they understood the questions (children: 93%, n = 80; parents: 98.2%, n = 113). A minority of the children (37.2%, n = 32) and half of the parents (50.8%, n = 58) had a better understanding of their own problems and of problems of the child, respectively, after the interview. The majority of the children and the parents did not feel confused (children: 75.9%, n = 66; parents: 81.7%, n = 94) or questioned (children: 65.5%, n = 57; parents: 67.7%, n = 88). A minority of the children and the parents completely agreed that there were too many questions (children:
4.6%, n = 4; parents: 1.8%, n = 2), the interview was exhausting (children: 6.9%, n = 6; parents: 2.6%, n = 3) and that important parts of the problem were not talked about (children: 2.3%, n = 2; parents:
2.6%, n = 3). None of the children and none of the parents completely agreed to discontinue the interview. However, 7%
(n = 6) of the children and 1.7% (n = 2) of the parents almost or completely agreed that the interview was unpleasant and a minority of the children and the parents reported that they did not report everything that bothered them (children: 14.9%, n = 13; parents:
5.2%, n = 6). Note: Overall satisfaction rated on scale of 0 to 100 (0 = not at all satisfied, 100 = totally satisfied; items of the questionnaire were rated on a scale of 0 to 3 (0 = disagree, 1 = slightly agree, 2 = almost completely agree, 3 = completely agree). 
| Putative predictors
For the explorative analysis of the putative predictors of overall satisfaction and acceptance with the interview, we ran a total of 64 analyses (four raters × eight potential predictors × two outcomes) of which 21 turned out to be significant (see Tables 5 and 6 ). Thus, children's GAF is a predictor for overall satisfaction and overall acceptance of children, children's interviewers, and parents' interviewers, indicating that a higher GAF leads to higher overall satisfaction and overall acceptance. The number of diagnoses predicted the overall satisfaction of children as well as the overall acceptance of children, children's interviewers, and parents' interviewers, indicating that fewer diagnoses lead to higher overall satisfaction and overall acceptance. The duration of the interview predicted the overall satisfaction of children, children's interviewers, and parents' interviewers and also the overall acceptance of children, children's interviewers, parents, and parents'
interviewers, indicating that a longer interview leads to lower overall satisfaction and overall acceptance. The institution, research or clinical setting, predicted the overall satisfaction and the overall acceptance of children's interviewers, indicating that the overall satisfaction and the overall acceptance in a research setting is higher than in a clinical setting. The sex of the interviewer is a predictor of the overall acceptance in children, indicating that having a female interviewer leads to higher overall acceptance. Furthermore, interviewer's age predicted the overall acceptance of parents, indicating that having older interviewers result in a higher overall acceptance.
| DISCUSSION
The aim of the present study was to (1) replicate the already existing results on parent and interviewer satisfaction and acceptance, (2) to complement these results with data on children, and (3) to investigate exploratory putative predictors of satisfaction and acceptance.
Recently, the science of psychology has come under criticism because a number of research findings could not be replicated (Diener & Biswas-Diener, 2016) . Thus, it is important to replicate and complement previous findings showing that children, parents, and interviewers participating in a diagnostic procedure using a structured interview reported high satisfaction and acceptance with the interview (Matuschek et al., 2015; Shaffer et al., 2000; Sørensen et al., 2007) .
The mean of the overall satisfaction for children, parents, and interviewers, and the mean of the overall acceptance from the various informants were high. Such high satisfaction and acceptance values indicate that the Kinder-DIPS (Schneider et al., 2009b ) is well accepted for diagnostic purposes and can be used in clinical practice in the diagnostic process with children and parents.
We found significant correlations between overall satisfaction and overall acceptance for children, parents, and for children's and parents' interviewers, indicating a construct overlap between satisfaction and acceptance. Therefore, prospectively it would be adequate to assess overall satisfaction after the interview.
Importantly, positively formulated items of the questionnaires (e.g.
"I would do the interview again" or "I felt understood by the interviewer") were mostly accepted by children and parents, whereas negatively formulated items of the questionnaires (e.g. "I feel confused .00
Note: SE, standard error; GAF, Global Assessment of Functioning.
after the interview" or "From time to time I wanted to break off the interview") were mostly denied by both children and parents, confirming the high acceptance of the structured interview.
As 28 different interviewers conducted the interviews, the positive reactions to the structured interview are unlikely to be attributable to an individual diagnostician's style or personality. The high number of different interviewers varies from the study of Sørensen et al. (2007) where one and the same interviewer performed all interviews. We found one significant gender effect for the acceptance of children with the interview. Female interviewers were better accepted by children than male interviewers. However, the majority of the interviewers in our study were female. There was no other significant gender effect for acceptance or overall satisfaction. Only the age of the interviewer was associated with the overall acceptance of the parents, indicating that the parents accepted the interview better when the interviewer was older. There were no other significant associations with age and overall acceptance or overall satisfaction.
The results indicate that age and sex of the interviewed children
were not significantly associated with the overall satisfaction and the overall acceptance of children and children's interviewers. This is in line with the study of Sørensen et al. (2007) who also found no significant correlation with the gender of the child. However, Sørensen et al. (2007) indicated that a semi-structured interview might be difficult for young children (8-9 years). Our results do not support this conclusion. Sex of the interviewed parent (mother, father or both parents) was also not significantly associated with overall satisfaction and overall acceptance. We found one significant effect in respect to the age of the parents. The age of the interviewed parent was significantly associated with the overall acceptance of parents. The other results in regard to the age of parents were not significant. To summarize, the results indicate that the Kinder-DIPS can be used independently of the age and gender in the diagnostic process.
Three putative predictors that illustrate the impairment of children, such as the GAF value, number of diagnoses, and duration of the interviews were significantly associated with overall satisfaction and overall acceptance of children, parents, and interviewers. The general pattern of results indicate that these predictors influenced overall satisfaction and overall acceptance of children, and both interviewers, but not of the parents: the higher the impairment of the child, the lower is the overall satisfaction and overall acceptance of the child as well as of both interviewers. In particular, the GAF value was positively associated with the satisfaction and acceptance of children, children's interviewers, and parents' interviewers. A higher GAF value indicated higher overall satisfaction and higher overall acceptance.
This result was not found for parents. The positive association between the GAF value and satisfaction was also found in the investigation of Suppiger et al. (2009) . Also Matuschek et al. (2015) found a positive association between the GAF value and overall satisfaction for interviewees (parents) and interviewers.
In line with acceptance studies in adults (Suppiger et al., 2009 ), children and adolescents who are more affected by their symptomatology are less satisfied with the interview. Furthermore, a more pronounced impairment is also associated with a longer interview duration, which can add to a negative evaluation of the interview. However, at a high level of satisfaction and acceptance with the TABLE 6 Summary of predictors of the acceptance with the interview by children and parents, children's interviewers and parents' interviewers interview, the impairment of the child and the duration of the interview only lead to a slight decline in satisfaction and acceptance. Considering that the interviews in the present "research setting" had to be conducted in one session it can be assumed that the satisfaction and the acceptance with the interview would be higher if the interview is conducted under clinical routine conditions where the interview can be divided into several sessions depending on the child's age and attention span.
In the present study, we found significantly higher overall satisfaction and overall acceptance in the research setting compared to the clinical setting, however, only for children's interviewers. There were no significant differences in overall satisfaction and overall acceptance for children, parents, and parents' interviewers. This finding is of special interest since further analyses (see Table 3 ) showed that there were significant differences between the two settings with respect to the number of diagnoses per child, duration of interview, and GAF, indicating that in the research setting the interview duration was shorter and the GAF value was higher. Our results indicate that the setting has only a marginal influence on the satisfaction and acceptance of diagnostic interviews in children and parents. These results are only partially in line with the results of Matuschek et al. (2015) , who reported significantly higher overall satisfaction of interviewee (parents) and interviewers in the research setting compared to the clinical setting.
There are some limitations that have to be considered when interpreting these results. The interviewers in the present study were thoroughly trained in the assessment of the Kinder-DIPS, therefore the results cannot be generalized to untrained clinicians. Also Matuschek et al. (2015) indicated that intensive training in conducting the interview is an important requirement for achieving the high level of interviewer and interviewee (parents) satisfaction. We asked children and parents about their own impression (satisfaction and acceptance) after the structured interview. However, we did not assess parents' impression about the reaction of the child after the interview, like Sørensen et al. (2007) did. Parents might be able to report some changes in a child's behavior a while after the interview, which are not noticeable immediately after the interview.
Even though we tried to guarantee anonymity, it might be that both children and parents were influenced by social desirability when answering the questions. However, this is a common issue in such investigations and therefore our findings are comparable with other present research studies.
Structured interviews are used less in clinical practice than in a research setting (Bruchmüller et al., 2011) . One reason could be therapists' concern that structured interviews might be inefficient or could impair the therapeutic relationship (Joiner et al., 2005) . However, previous studies with adults, children, adolescents and their parents on the acceptance of structured interviews do not support these considerations (Matuschek et al., 2015; Shaffer et al., 2000; Sørensen et al., 2007; Suppiger et al., 2009) . Results of the present study further support the use of structured interviews in clinical practice. The results of Dolle, Schulte-Körne, von Hofacker, Izat, and Allgaier (2012) on the low agreement between clinical diagnoses and diagnoses based on structured interviews also emphasize the application of structured interviews in the diagnostic process in clinical practice.
In summary, together with the existing evidence of the reliability and validity of structured interviews, there is clear empirical evidence to encourage the use of structured interviews in the diagnostic process in both clinical and research settings.
